CHICAGO NEUROLOGICAL SOCIETY. 

February 28, 1901. 

The President, Dr. Hugh T. Patrick, in the chair. 

CASE OF RAYNAUD’S DISEASE. 

This case was presented by Dr. H. N. Moyer. He said 
that this was the third case of the affection he had seen, and 
they all presented marked differences. 

His first patient was a man aged 35 years, who had 
had the disease for eight years. It began in a small spot 
upon the inner side of the left leg, which was painful, turned 
white, later became red, then black, and finally sloughed out, 
leaving an ulcer which healed slowly. These patches oc¬ 
curred at intervals upon the legs, and later the tips of the toes 
were involved with a characteristic gangrenous patch at the 
pulps which sloughed away. The patient had one hand de¬ 
cidedly more affected than the other, and at the wrist on that 
side no pulse could be felt. A very faint radial pulse could 
be distinguished in the other hand. 

His second patient was a man 40 years of age, whose di¬ 
sease came on quite suddenly and involved the entire right 
hand. He was a machinist by occupation, working at a lathe, 
and in his work he was compelled to strike the lever of the 
machine with slight force at quite regular intervals. He at¬ 
tributed the trouble to this use of his hand. In this hand also, 
there was no radial pulse. The application of hot water 
would bring on a spasm of the vessels of the entire hand, 
which was acutely painful. The hand would present a waxy 
pallor. These attacks gradually became more painful, and 
were, finally followed by an ulceration of one finger, after 
which the disease seemed to disappear, the patient for several 
months having had no trace of it. 

The third case was seen in consultation with Dr. S. L. 
Zeltner, who gives the following history: The patient was 
13 years of age, of Norwegian descent, tall, has light com¬ 
plexion, mentally bright, very fond of reading, of an emotion¬ 
al nature, and has had several hysterical attacks. She has 
had nearly all the ordinary children’s diseases. The family 
history is not specially significant. The mother is of nervous 
temperament. She has four brothers living and in good 
health. It is stated that her grandmother had a finger that 
used to turn white for a short time. 

She first came under observation February 9, 1901, at 
which time several fingers were white and painful, but one 
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more so than the others. While under observation, the fin¬ 
gers became red, again turned white, and then assumed a 
bluish tint, changing color constantly. The hands were cold 
but sensation was not impaired. The patient stated that she 
first felt numbness and tingling in the left little finger and it 
turned white; that occurring about five days before she was 
seen. The heart, lungs and nervous system, with the excep¬ 
tion of the local symptoms in the hands, were quite normal. 
Dr. Zeltner’s first impression at the time he saw her, was that 
her finger had been frozen, but the rapid alterations of col¬ 
or soon showed that this explanation was not correct. When 
the finger first turned white, she had no pain, but at the time 
she came under observation there were distinct painful par¬ 
oxysms of about one half-hour’s duration, which came on 
three or four times a day. When first seen the fingers of 
each hand, three in number, were distinctly cyanotic, the lit¬ 
tle finger of the left hand more than the others. At present, 
the middle finger of the left hand and the fourth finger of the 
right hand are most affected. The tips of the fingers are very 
tender to the touch. In the center of the pulp of the middle 
finger, the skin appears to be raised and white, with a red¬ 
dish zone around it, much resembling a small blister. Ap¬ 
parently, gangrene has set in in this finger. There has been 
no change in the nails and they continue to grow. 

The patient has been treated with galvanism every day. 
The hands are immersed in water, connected with a positive 
pole and the negative is applied at the nape of the neck. Sev¬ 
eral times a day the patient is instructed to raise the hands 
for a few minutes. A thick cotton dressing is applied to 
the hands when she goes out of doors, and she has the addi¬ 
tional protection of a muff. The paroxysm of pain was best 
relieved by a io per cent, solution of menthol in alcohol. 
Chloroform liniment was applied, but with no effect. The 
patient says that she gets more relief from applications of 
very cold water. Warm water increases the pain. Inter¬ 
nally she was given the suprarenal gland, with no effect. Lat¬ 
er she was given quinine and strychnine with marked im¬ 
provement. 


OPTIC ATROPHY IN A CHILD. 

Dr. H. T. Patrick presented a boy of twelve yenrs who 
was first seen September 18, 1900, through the kindness of 
Dr. F. A. Phillips. The father had died insane, probably of 
general paresis. The first child was fifteen years of age and 
perfectly well; the second pregnancy terminated with a mis- 
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carriage at about four months, and the patient was born at 
full term about two years later. The following child was born 
three years after the patient, and presented some evidence of 
inherited lues, while the last child was afflicted with various 
skin diseases until several years old. Soon after the patient’s 
birth he developed snuffles which continued for several years. 
The mother stated that he had never been strong on his legs, 
and walked “as if his shoe hurt him.” Otherwise, his devel¬ 
opment was normal with the exception of occasional noctur¬ 
nal enuresis which still continued, the urine sometimes slow¬ 
ly dribbling away. For the last three years he had been sub¬ 
ject to attacks of vomiting which always occurred in the 
morning and were followed by sleep, after which he seemed 
perfectly well. During the last year these attacks had begun 
with a pain in the head, and had been more frequent, and af¬ 
ter an attack the scalp would be tender for a day or two. 
They were apparently migrainous in character. Vision began 
to fail only a few months previously, and at the time of ex¬ 
amination as determined by Dr. Phillips, was R15-200; L 20-200, 
and there was simple atrophy of both optic nerves. The right 
pupil was slightly larger than the left, both were some_what 
irregular and responded to accommodation but not to light. 
Sensation and muscular power were normal, there was very 
slight incoordination of both upper and lower extremities, 
and slight intention tremor of the hands. Deep reflexes were 
normal, and there was no ulnar analgesia, but pressure on 
the ulnar nerve seemed to be rather less painful than normal. 
The teeth, while not of the typical Hutchinson type, were 
considered to indicate congenital syphilis. Since September 
the boy had become totally blind, the other symptoms re¬ 
gaining about the same. On account of the brisk knee-jerks, 
the diagnosis of precocious tabes would be rather venture¬ 
some, but the case was considered to be of that type; that 
is, to be classed with the late degenerative diseases caused 
by syphilis, such as tabes and general paresis. 


OPTIC ATROPHY IN A MIDDLE-AGED WOMAN. 

Dr. Patrick presented a patient, who had been seen 
through the kindness of Dr. R. A. MacArthur. She was in 
vigorous health, and a careful examination revealed abso¬ 
lutely no sign of disease except the double optic atrophy. 
There was an indefinite history of some sort of a sore on the 
vulva a number of years before, but no history of secondar¬ 
ies or subsequent trouble until the vision began to fail about 
six months ago. 
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OPTIC ATROPHY IN A MAN OF SIXTY-NINE. 

Dr. Patrick presented this patient, seen at the request of 
Dr. Phillips. No cause for the simple optic atrophy except gen¬ 
eral and well-advanced arterior sclerosis was found. He pre¬ 
sented a large cicatrix of the prepuce which he said had been 
caused more than thirty years before by his wife viciously 
pinching it with her thumb-nail, this wound being followed 
by “blood poisoning,” by which the patient meant severe lo¬ 
cal inflammatory changes. Further than this, no evidence of 
syphilis cbuld be found. 

HOMONYMOUS HEMIANOPIA OF SUDDEN ONSET. 

Dr. Patrick reported a case, referred by Drs. Broell and 
MacArthur. The patient was a young married woman in 
perfect health, with no signs of disease except the visual con¬ 
dition. Two months before, while attending to her house¬ 
work, she stooped to pick something from the floor, and on 
rising felt dizzy, and discovered to her consternation that she 
was practically blind. She had severe pain in the head, was 
dizzy and vomited. For several days she was nearly blind, 
when vision gradually improved until there was left the pres¬ 
ent hemianopia. At examination several weeks ago the Wer¬ 
nicke sign was positive, but examination of the patient at the 
meeting failed to confirm this. The lesion must have been a 
hemorrhage, but in the absence of all evidence of heart, vas¬ 
cular, kidney, diathetic, and toxic disease, and with no hemo¬ 
philia, the cause of the hemorrhage was exceedingly obscure. 
Considering the Wernicke sign to be negative, Dr. Patrick was 
inclined to believe the lesion an occipital one, as he had once 
before seen hemianopia from cerebral hemorrhage in this re¬ 
gion, and a hemorrhage elsewhere in the visual tract would 
probably have involved other structures also. 

FACIAL PARALYSIS, MULTIPLE SCLEROSIS AND CERE¬ 
BRAL THROMBOSIS. 

Dr. Patrick also reported this case. The patient was 
seventy-two years old and had had an almost complete facial 
paralysis on the left side since he was two years old. There 
were no signs of ear disease, and the cause of this facial par¬ 
alysis must remain obscure, although the escape of a few 
twigs of the upper branch of the facial would incline one to 
consider the lesion nuclear or radical. The patient presented 
a perfectly typical and exaggerated intention tremor affect¬ 
ing the arms most, but also involving the lower extremities, 
the trunk and the neck. This tremor he had had for at least 
thirty-five years, during which time it had gradually been 



CHICAGO NEUROLOGICAL SOCIETY. 475 

growing worse. There were no sensory symptoms, no nys¬ 
tagmus, and no disturbance of speech, except such as was 
due to the facial paralysis. In the absence of evidence of any 
other cause, Dr. Patrick was inclined to believe that the 
tremor was due to multiple sclerosis. 

Several weeks before in the night, the patient developed 
paresis of the right lower extremity. This had been gradual¬ 
ly improving and he now walked almost as well as he did 
before this came on. As he had advanced arterio-sclerosis, 
a senile heart, at times an intermittent pulse, this monople¬ 
gia was believed to have been caused by thrombosis of an ar¬ 
tery in the leg center of the brain. 

A COMPLICATED CASE OF NEURALGIA AND NERVE 
LESIONS. 

Dr. Bayard Holmes presented the clinical history and 
post-mortem specimens of a case of antrum infection and 
sigmoid thrombosis, without present middle-ear disease, pre¬ 
senting the symptoms of facial neuralgia and none of the or¬ 
dinary symptoms of disease in the petrosa: retropharyngeal 
gravity abscess, general sinus thrombosis without much im¬ 
pairment of cerebration. The case was reported to the Socie¬ 
ty owing to the difficulty presented in the diagnosis. There 
were few psychical symptoms, and the various neuralgias and 
peripheral nerve lesions gave no very definite pointings for 
cerebral localization. A rough synopsis of the case was giv¬ 
en as follows: Rigor and high temperature beginning with¬ 
out apparent cause, neuralgia of the right fifth nerve for ten 
days, typhoid or septic condition resembling sinus throm¬ 
bosis for six weeks, abscess appearing suddenly in the pos¬ 
terior right pharynx, six weeks later discharge from the right 
ear, paralysis of the right leg, death, autopsy, antrum and 
general mastoid disease, sigmoid and general sinus thrombo¬ 
sis, extending into the cortex of the left hemisphere. 

From a study of this case Dr. Holmes drew the follow¬ 
ing conclusions: 

(1) Mastoid antrum disease is the appendicitis of the 
head. 

(2) In every case of infection within the head where some 
other source of the infection can not be demonstrated, the 
mastoid antra should be explored. 

(3) The facial neuralgia is not explainable by the patho¬ 
logic findings. 

(4) The excellent mental condition even up to the last 
seems hardly consistent with the obliteration of both jug¬ 
ulars and the suppuration in the great sinuses of the dura. 



